[March 1, 1940] 
DISCUSSION ON THE INDICATIONS FOR REMOVAL OF TONSILS AND ADENOIDS IN CHILDREN
Sir Lancelot Barrington-Ward: The term "tonsils and adenoids " is used rather loosely for a common condition in children without differentiation between the relative importance of tonsils and adenoids. In my experience, the tonsil is the more dangerous element. Its structure allows organisms to lie dormant, to remain moderately but continuously active leading to chronic general poisoning, or to flare-up into acute inflammation at indefinite intervals. Adenoids, on the other hand, only act mechanically by obstructing normal respiration or by a low-grade infection causing inflammation of the ear or certain cervical glands. The importance of adenoids is greatest in the earlier years of life and they may require removal within the first few months. In later years, if adenoids are present, the tonsils are usually infected as well, and it is wise to deal with both. If adenoids only are removed and septic tonsils are left behind adenoids are very likely to grow again.
What are the pathological conditions of the tonsils which demand operative interference ? The most usual description on a case sheet is that they are large and septic, but this combination is not always constant. Large tonsils may not be septic and septic tonsils may not be large. It is true that sepsis often determines hyperplasia of lymphoid tissues, but it is not the only cause.
Mere size of a tonsil is not an indication for its removal, unless by reason of its size it is injuring the patient. Sometimes a persistent cough, with all other causes excluded, may justify interference, but this is rare. More commonly there is actual obstruction to the food and air passages. A septic tonsil, whether large or small, is a menace to its owner, and should always be removed. How are you to decide that a tonsil is septic ? It is impossible to describe a standard appearance in health and disease that will satisfy every observer, and bacteriology is not always helpful. More is learnt by the study of the secondary effects. Some of these are more direct than others. Direct (1) Repeated tonsillitis.-If a child suffers from sore throats from time to time, with or without fever, it is wiser to take a long view and realize that the only certain way of stopping further attacks is to remove the tonsils. The tonsil is low-grade tissue with a poor blood supply, with little power of recovery, and difficult to disinfect. Organisms lie latent in its recesses for long periods of time, as is well shown in the diphtheria carriers. I know of many an adult who has regretted that the indications for tonsillectomv in his childhood had been neglected. Tonsillitis in children has Proceedings of the Royal Socity of Medicine 2 certain peculiarities. It is not always easy to diagnose it by symptoms alone. Children often do not complain at all of the throat, even during a sharp attack, and, unless a routine examination of the throat is made in every sick child, it can easily be missed. It is one of the commonest causes of unexplained pyrexia and it is a frequent cause of abdominal pain.
(2) Chronic enlargement of the -upper deep cervical lymphatic gland (Wood's tonsillar gland) on either or both sides of the neck, without enlargement of other glands, always indicates a tonsil infection. Such a gland is very likely to receive and harbour the tubercle bacillus of bovine strain, and in some instances the tubercle bacillus can be found in the tonsil itself. In the treatment of tuberculous glands, whether radical or conservative, removal of the tonsils is an essential stage.
In the experience of all of us, the incidence of tuberculous glands has shown a remarkable reduction in the last twenty years. I am sure that the improvement is due more to the careful examination and treatment of throat conditions in school children than to the improvement in the purity of milk.
(3) Otitis media with its sequences, mastoiditis and deafness, are in the majority of instances the result of nasopharyngeal catarrh secondary to infected tonsils and adenoids. Here again we see a great advance in recent years, due to the continuous medical supervision of the school child and early treatment of this source of infection.
Indirect
In some the tonsil can be blamed only as the portal of entry of a specific organism and to remove the tonsil after the damage has been done is useless. It is only reasonable to perform tonsillectomy in such a case if there is continued infection or reinfection. Rheumatism with its associated conditions, heart disease and chorea, is a good example. The responsibility of selection lies here with the physician, but the surgeon is permitted to take an intelligent interest in the decision. There is some evidence that rheumatism is less likely to attack individuals who have undergone tonsillectomy, but the influence of the tonsils in precipitating a relapse is even more striking and more easily proved. Schlesinger, in his Milroy Lectures of 1938, in discussing rheumatic relapses, stated that of 67 cases relapsing, 37 were due to tonsillitis and 13 to pharyngitis. It is only fair to mention that two other relapses were due to tonsil and adenoids operations, but this does not reduce the importance of the tonsil because operation on the tonsils must intensify the immediate risk of septic absorption. Nephritis is another disease which in many cases is second-ary to tonsillitis, and although grave damage has already been done further injury can be arrested by timely attention to the source of infection.
Chronic sepsis may have a wider effect. It is not uncommon to see a flabby child with scoliosis, knock-knee, or valgus of the feet, suffering from chronic infection of the tonsils, and the first part of the orthopwdic treatment must be elimination of the toxa,mia. Indeed, any child of poor nutrition and stamina may suffer from such a condition as enuresis, which is cured by restoring the general body tone, and it may be that infected tonsils are playing their part and require attention. Again, in asthma, although an allergic basis is responsible in most instances, allergy will not explain all, and a factor in some is undoubtedly a septic focus such as the tonsils.
The least definite of all indications, and perhaps the one that has brought most disappointment with the operation, is recurrent or persistent nasopharyngeal catarrh and the common cold. If a patient is subject to colds, and if every cold starts with a sore throat, there is reason to remove the tonsils in the hope of preventing further attacks. Experience shows that this is successful in the majority of cases, but complete immunity cannot be guaranteed. In the more frequent form, where the child every winter develops a persistent stuffy catarrh of the nose and throat, it is possible that the sinuses are affected, or there may be some general metabolic fault and tonsillectomy is useless. J. D. Kershaw: In 1933, when I was Assistant M.O.H. in Ealing, I carried out an investigation among the school children of that borough with a view to establishing a definite code of indications for tonsillectomy. Surveying the children who had been tonsillectomized during the preceding few years I found that persistent and recurrent sore throats, excessive susceptibility to colds, cervical adenitis, and certain other conditions were constantly relieved by the operation, but the investigation of approximately a thousand children who had had notably enlarged tonsils and had not been operated upon showed that tonsillar enlargement per se, even when associated with these symptoms in a moderate degree, showed a tendency to spontaneous cure with increasing age in some 90% of all cases.
As a result I laid down a set of guiding principles which are, I believe, still used in Ealing. They are based on both the presence of symptoms and the size and appearance of the tonsils, but, like all guiding principles in medicine and surgery, they must not be too rigidly applied. Briefly, they run as follows:
Conservative treatment should be tried on the small tonsil with mild symptoms of associaited conditions, on the moderately enlarged tonsil with slight symptoms, and on the large tonsil with no symptoms. Operation is indicated upon a small tonsil associated with severe symptoms, on a moderate tonsil with mild symptoms, and on a large tonsil with slight symptoms. In case of doubt, conservative treatment should be tried, but the possibility of later operation kept in mind, while, where the environment is such that conservative treatment is not likely to be persevered with, there must always be a bias in favour of operation.
In 1935 I went to Accrington as the first full-time M.O.H. of the borough. I had expected the dirt and humidity of the Lancashire atmosphere to favour nasopharyngeal disease, but the tonsillectomy rate which had been obtaining in the town was staggering. Some 5% of the school population underwent the operation annually, and assuming the average school life of a child to be ten years, no child had more than an even chance of retaining its tonsils up to the age of 14.
I therefore began a more intensive study of the younger school children. Accrington possesses a nursery school, so that children may begin their school life at any age between 2 and 5, and I have constantly found that between three and six months after the start of school life, at whatever age this may begin, the child's tonsils enlarge and he becomes subject to frequent colds, with or without chronic rhinorrhcea. In from one to two years, depending upon the general physical condition of the child and independent of his age, there is a subsidence of these' conditions in about 90% of all cases.
The first intensive exposure of the child to respiratory infections causes a constant series of such infections, to which the natural response of the tonsils is to enlarge. The development of a degree of immunity causes a subsidence of the condition and it is probably not unreasonable to assume that the tonsil plays some part in the development of the immunity, since the few cases in which tonsillectomy has been performed during that stage have shown a tendency to lose their symptoms rather more slowly than those who have not had the operation. In any case, until our knowledge is materially increased, I would suggest that operation during this stage of physiological response to environment is contra-indicated.
Tonsiliar enlargement may, like other forms of lymphoid hypertrophy, be in many cases a secondary condition. For the past two years it has been my practice, when a child with enlarged tonsils is submitted to me for examination, to look for signs of chronic rhinitis, turbinate engorgement, or septal deflection, and to attempt some conservative treatment of these. I find the silver proteinate pack to produce marked alleviation of the symptoms and, in some 60% of my cases (which, admittedly, form a short and unfinished series), a reduction in the size of the tonsils. I am convinced that this question of secondary tonsillar enlargement is worth further investigation, and would like some of my colleagues in the School Medical Service to turn their attention to the matter.
Legally, no child may be operated upon through the School Medical Service without the approval of the school medical officer. The private practitioner cannot, as he sometimes does, demand that operation should be carried out, at the local authority's expense, upon any child whom he considers to need it. At the same time the private practitioner has a perfect right to refer, or to advise parents to take children to the school clinic, and his co-operation is to be sought and encouraged. The school medical officer must, therefore, insist that while he is prepared to accept cases on the recommendation of the private practitioner, such cases must be left to his absolute discretion as regards treatment. Probably the best method for all children whom any assistant medical officer considers suitable for tonsillectomy is, that they should be referred to a senior assistant with special experience, or to the school medical officer himself if he is sufficiently in touch with clinical work.
The consultant to the Education Authority is generally a man who works for the authority during occasional sessions only. His function should be 'that of a consultant and operating surgeon, in that cases referred to him should be only those where the responsible medical officer feels genuine doubt or considers that operation is justifiable.
The School Medical Service has unlimited material for investigation by the staff, with every opportunity to follow up cases.
T. S. Rodgers said that he believed there was only one constant indication for tonsillectomy, namely, repeated'attacks of tonsillitis from which the patient did not recover completely in the intervals. Repeated attacks of tonsillitis not due to epidemics were the most important factors in the history, and tonsillitis in children was often a painless disease. The recovery of pathogenic bacteria from the tonsil was of no importance. A recent investigation at the School of Hygiene on the bacterial flora of the nasopharynx had shown that in from a tenth to a quarter of healthy people such pathogenic bacteria were present.
When adenoids were found there was one indication for removal, and that was nasal obstruction which would not yield to conservative treatment. Adenoids he believed to be a result and never a cause of infection. He would take out the adenoids only when there was present nasal obstruction for which no other cause could be found. The characteristic symptoms of adenoids were local. No one should have his tonsils removed before school age, and the older the better. No operation should be done in the epidemic period of the year, the winter. In every case certain preliminary investigations and treatment should be carried out. The hygiene and bacterial environment of the home should be inquired into, for the child might be living in an overcrowded home exposed to repeated infections. Convalescence in such cases was essential. The teeth, nose, and sinuses, if unhealthy, should be treated before operation, and nose-blowing and nose-breathing established.
In one investigation, out of 111 mouth-breathers the mouth-breathing was found to be due to adenoids in only 17. Provision for post-operative treatment was necessary.
There were certain common conditions for which tonsillectomy was done needlessly, sometimes even with harmful results. These were colds in the head, diseases of the nose and sinuses, pulmonary disease, rheumatism, and nephritis. In all these conditions investigations had shown that the tonsillectomized children were in no 350 better case than those who had not had their tonsils removed; quite frequently the tonsillectomized suffered more.
Tonsils were said sometimes to be removed for the prophylaxis of infectious disease. This he believed to be a fundamental fallacy since immunity to infectious disease was a specific immunity and did not depend upon the state of health. The idea of focal sepsis was now much less widely held than it used to be, and was illsupported by the facts. Focal sepsis and the diseases to which it was said to give rise were very poorly related. Large numbers of people had obvious foci of sepsis but were free from these diseases, and many who suffered had no such septic foci. Also, the routine removal of septic foci had given poor results, though everybody had met the exceptional case in which sciatica, for example, was dramatically eured by the removal of a septic focus; but then there had been dramatic recovery from sciatica after so many other forms of treatment.
It was estimated that 200,000 tonsillectomies were done each year in England, and there were 85 deaths from it in 1937. There were no accurate figures on the incidence of complications. Keen (1933) had suggested that one in every 20 cases had an interrupted convalescence, and when the speaker was a house physician at Great Ormond Street one of the commonest conditions in his ward was bronchitis and pneumonia following tonsillectomy.
The mere passage of time would cure many patients on whom tonsillectomy might otherwise be done. In London 11,000 children were re-inspected in 1938 some six months or more after being referred for treatment of tonsils and adenoids. About a quarter of these children were found to have recovered without operation.
Conservative treatment and an open-air life had produced remarkable results.
In Manchester in 1938 only 60% of the number of operations which had been done the year before were carried out, yet in that year there were 400 fewer cases of ear disease and the children's health continued to improve. It was a common experience in the L.C.C. children's hospitals for a large proportion of the children admitted with enlarged tonsils to cure themselves without special treatment in a month or two. The other day he examined 300 children in a camp on the East coast and found no single case of enlarged or unhealthy tonsils.
A very strange thing was the wide disparity in operation rates in different localities, a disparity which could only be due to differences in medical opinion; in no other way could it be explained. In one London district the proportion of tonsillectomies rose from 20% of the child population to 250, the rise coinciding with the appointment of a new medical officer.
The function of the tonsil he believed to be unknown, though it might serve to defend the body against bacterial attack.
In 1913 Professor Burger of Amsterdam said that in his opinion the only indication for tonsillectomy in children was repeated tonsillitis and that judgment, he thought, remained good. I do not want now to spend time on some fallacies in these arguments based on mass statistics but I must mention an incidence of 5000 of tonsillitis in one series among those who had had a tonsil operation, which does suggest that the operation 6 has not always been satisfactorily performed. This is not always accounted for in the statistics. But for our present purpose we must grant that tonsillectomy has in the past been performed for inadequate reasons. Is this the explanation of the discrepancy in opinion on the value of the operation The general practitioner and the children's physician who send for tonsillectomy children whose ill-health after careful consideration and exclusion of other conditions they find associated with diseased tonsils and adenoids are more likely to see good results from the operation than the medical statistician who examines the records of large numbers of children, many of whom have had their tonsils removed because a doctor on routine examination of healthy children has reported the tonsils as enlarged.
The responsibility of the laryngologist in this matter is great. In general the final decision is his, and in his teaching capacity he influences the rising generation of practitioners. For these reasons and because changes in therapeutic fashions are slow in developing, it is important that the indications for this operation should be simple and precise. Our views on the physiology of the tonsils do not give much practical help in making a decision. We know that this ring of subepithelial lymphatic tissue differs from ordinary lymph glands in having no afferent lymph vessels. Otherwise it behaves like lymphatic tissue elsewhere. The germ centres, now more accurately called " reaction centres ", do not develop in animals bred in a sterile environment but appear only when bacteria and toxins invade the organism. For this reason we conclude that protective antibodies are produced in the tonsils. But this defence function occurs equally in all the lymphatic tissues which are particularly active during the early years of life, as is well seen in the compensatory hypertrophy of the lingual tonsil and the lateral bands so often found in patients whose tonsils have been removed at an early age.
At this stage I must join issue with the President in his insistence that the full complement of lymphatic tissue is more particularly necessary for the children of the very poor whose hygienic surroundings are bad. For eight years I was in charge of an ear and throat department of a children's hospital whose patients came almost exclusively from the slums of North Kensington and Notting Dale. Patients for tonsillectomy were sent by medical officers of neighbouring welfare centres where they were under the care of the same doctors for lengthy periods before and after operation. Operation was performed only when the medical officer and I were both satisfied that the child's symptoms were due to the tonsils or adenoids. We had the patients in hospital one or two days before operation, and for a week afterwards, and we never operated during the winter months, during epidemics, or if the child's temperature was above 990 F. With these safeguards we never found any case of deterioration in health.
The chief problem for the laryngologist is to establish a relationship between the state of the tonsils and adenoids and the symptoms or disease from which the patient is suffering. It is useless removing adenoids for nasal obstruction if this is due to enlargement of the turbinates or nasal discharge, either of which may be secondary to infection of the nasal sinuses. Many children breathe or appear to breathe through their mouths without any organic nasal obstruction, and need breathing exercises rather than a nasal operation, which alone will not restore nasal breathing. I would like here to make a plea for the abolition of the term " enlargement of tonsils and adenoids ". The amount of adenoid tissue is of no importance without reference to the size of the nasopharynx; if adenoids block the airway or the Eustachian orifice then they should be removed. With tonsils, too, size is an indication for operation only when obstructive symptoms are present. Occasionally in young children prominent tonsils projecting into the oropharynx or in contact with the posterior pharyngeal wall, interfere with swallowing sufficiently to give the child a disinclination for eating that hinders his normal nutrition. Removal of tonsils in these patients is quickly followed by normal feeding and improved nutrition. Apart from this type of case these enlargements should be regarded as protective and normal until a condition has arisen which suggests that the tonsillar tissue has itself become attacked by micro-organisms and is so involved that attacks of acute infection are recurring or the tonsil is acting as a source from which distant organs are being infected. An instructive commentary on this aspect of the tonsil problem has been furnished by the medical history of the Basque refugee children who came to this country in 1937. On their arrival the majority of the children, aged between 5 and 15 years, were noted by Dr. Ellis and Dr. Audrey Russell [2] as having tonsils as large or larger than walnuts. Less than 2% had had tonsillectomy but the incidence of both otorrhaea and cervical adenitis was only 0.4% and respiratory infections and nasal discharge were very low. Since their dispersal in different parts of the country their state of health has compared very satisfactorily with English children under the same conditions. A few have developed catarrhal conditions of the nose and tonsillitis is occasionally reported. In examining the records of those who have had tonsillectomy in this country I find there is a certain geographical distribution which points to a variation in medical opinion rather than to any exact relation between symptoms and operation.
Routine removal of tonsils has been advocated for rheumatic conditions, nephritis, asthma and bronchitis, and general malnutrition, and like most routine medicine has produced disappointing results. Statistics give contradictory testimony. In rheumatic children the tonsils should be removed only when tonsillar infections are a feature of the disease. In these cases the intimate association of throat infections and exacerbations of rheumatism is sufficient warrant for tonsillectomy, particularly when the cervical glands remain enlarged between the attacks of throat infection. " Enucleation of tonsils certainly tends to stop severe recurrent throat infections, which on each occasion lay the rheumatic patient open to a recrudescence of the disease" (Poynton and Schlesinger [3] ).
Nephritis is an even more difficult problem. Even when history indicates a relation between tonsillar infection and the onset of nephritis, removal of the tonsils does not appear to influence the course of the disease. It has been suggested that the original infection may initiate changes in the kidney which proceed unaffected by removal of the focus from which it started (Addis [1] ).
Bronchitis and pneumonia appear from statistics to occur more frequently in children whose tonsils have been removed. My own practice with patients with chronic bronchitis is to remove tonsils only when there is a definite history of tonsil infection. If this is absent, I do not believe prophylactic removal of the tonsils will benefit the patient.
There are signs now that the pendulum is swinging from routine tonsillectomy to routine treatment of supposed nasal sinus disease, and children with frequent colds and recurrent bronchitis are subjected to nasal medication with, or without, antrum drainage, sometimes with less justification than the former wholesale removal of tonsils and adenoids. Undoubtedly the absence of sinus infection should be established before any operation on the tonsils and adenoids is undertaken. In the presence of sinus diseases lavage alone may not cure the condition if adenoids are interfering with the normal ventilation of the nose. But the main problem for the laryngologist is not the child with disease of the nasal sinuses, nor the child with obvious tonsil infection. Treatment of those conditions is simple. The real difficulty is the child whose nasal sinuses are healthy, whose tonsils and adenoids have given no indication of culpability, who yet persists in catching told after cold. Every winter he has one or two attacks of bronchitis. After we have decided that some are allergic, we are still left with a number for whom the doctor or the parents demand tonsillectomy. Is this the right treatment ? For myself I believe that these are the cases that have brought a useful and necessary operation into disrepute, and I operate only on those with some positive evidence of abnormality.
Removal of tonsils and adenoids is not a panacea for all the ills of childhood, but with proper discrimination in the selection of cases few operations give better results. Each patient should have a well-considered judgment on the relation between the condition of his tonsils and adenoids and the symptoms from which he is suffering. A complete history from the doctor who has been in charge of the patient should be obtained wherever possible, and I welcome the co-operation advocated by Dr. Kershaw.
Musgrave Woodman said that sufficient attention had not been given in the opening papers to the local condition of the tonsils in relation to operation. Mere size had nothing to do with the question. He attached great importance to deep sepsis, and his own method was to use a curved probe pressed on to the tonsil to ascertain its fixity or otherwise.
One of the openers had said that children should never be operated on until school age. Is it not true that the time of the operation should be governed entirely by the incidence of symptoms ? The speaker quoted a case of a child with a quinsy at 9 months old which nearly proved fatal.
Dr. Rodgers had suggested that operations on the tonsils for the relief of chronic nephritis were useless. This is not the experience of departments working at the large general hospitals, where many cases of nephritis were submitted for operation with satisfactory results.
It had been stated that a lung abscess frequently followed tonsillectomy. Although this appears to be true in America, it is not the case in this country. A statistical investigation by Dr. Featherstone, honorary anaesthetist to the Birmingham General Hospital, covered all cases submitted to anesthesia in the hospital during a period of four years, and not a single case had developed a lung abscess or pneumonia following tonsillectomy.
Another statistical fallacy consisted in massing together all operations on the tonsils without reference to the completeness or incompleteness of the removal, and without allusion to the simultaneous presence of sinus disease.
The infrequency of complications in Basque children, living on the sunny slopes of the Pyrenees, who had never had tonsillectomy performed, cannot be compared with children living in a suburb of London, who had had the operation. A very critical discrimination had to be used before statistics were taken as proving anything. Often the argument drawn from the same set of statistics might, with equal facility,' be turned in the direction of the inclination of the surgeon. C. A. S. Ridout said that he thoroughly agreed with Mr. Musgrave Woodman concerning the need for a critical attitude towards statistics. In the course of twenty years at his hospital thousands of tonsillectomies had been done, but they had never had a case of lung abscess following the operation, and owing to their follow-up system they would hav'e been certain to have known of it if it had occurred.
It was important also to bear in mind the nature and extent of the operation which was done. In some cases when the child was brought up for tonsillectomy the mother said, " But, doctor, he has had his tonsils removed before ".
He agreed that these cases in which there was sinus trouble should always be carefully examined and the trouble removed. Very often it could not be stated whether there was sinus trouble until the patient was actually on the table.
He shared Sir Lancelot Barrington-Ward's view that each case must be considered on its merits.
M.
Hajek said he could not find any proof of the alleged connexion between tonsillitis and sinus infection. That tonsillar infection was the cause of pathological conditions could only be proved by keeping the tonsillectomized child under observation for some years.
Dr.
Hajek mentioned a series of cases where acute or chronic attacks of rheumatism appeared whenever the patients developed tonsillitis. After tonsillectomy there were no such attacks, even the arthritic changes in the joints disappearing to some extent. An example of a different series was that of a woman aged 30. She had an annual attack of subacute nephritis preceded by acute tonsillitis, the nephritis lasting for about six weeks. Although there were no definite signs in the tonsils they were removed. Two days later there was a fresh attack of subacute nephritis lasting for six weeks. But for the next ten years, whilst under observation, there was no recurrence.
He went on to say that in Vienna they saw very few pulmonary complications after this operation. It was done under local anaesthesia in adults and under light ether narcosis in children. A deeper narcosis might cause aspiration of blood and lead to lung abscess.
W. H. Bradley said that he believed the tonsillectomy rate in public schools quoted referred to tonsillectomies done before the child arrived at the school and not afterwards. The Medical Research Council inquiry in this matter certainly referred in the main to tonsillectomies carried out before arrival at school. The impressions of those who worked in operating theatres were likely to be different from those of school medical officers or clinicians who looked after school children.
He thought that the President of the Section (Mr. Layton) who, unlike the prophet, was not without honour in his own country, was one who could in his position and with his authority assemble the facts and find out the truth of the whole matter.
R. Scott Stevenson said that a speaker had suggested that it was the removal of the tonsil itself which caused pulmonary conditions such as chronic bronchitis. He thought that this might rather be ascribed to the inhalation of infected blood-clot at the operation. Unlike his colleagues, he had had one case in which lung abscess did follow tonsillectomy, and that was in an institution devoted to children partly with rheumatism and partly with pulmonary disease. This child had a slight rise of temperature and a cough about a week after operation, without any more serious symptoms, but as it was an ordinary daily routine to screen several chests, the child's chest was X-rayed and lung abscess found to be present. It cleared up with the use of the bronchoscope and postural drainage. He thought that a few cases, if routine screening took place a week after operation, would be found to have something wrong in the chest, but he did not think it was due to the actual loss of the tonsil.
Sir Lancelot Barrington-Ward, in replying on the discussion, said that apparently two conclusions emerged. The first was that the school medical officer must in future be a highly trained clinician, and the second was that everybody seemed to accept the view that repeated tonsillitis was the most definite of all indications.
J. D. Kershaw (also in reply) said that of the large number of cases of chronic otorrhcea which attended school clinics some 90% responded well to insufflation and ionization treatment. Many of the remaining 10% had already had their tonsils removed.
While agreeing that cases of emergency might arise at any age, he felt strongly that tonsils should not be removed until after the stage of " immunological enlargement " and that the operation should not, therefore, be carried out during the first two or three years of school life. CINEBRONCHOGRAPHY Flight-Lieut. J. E. G. McGibbon showed a cinematograph film of the bronchi. He said that there had been numerous accounts of cinematography of the larynx, but he had been unable to find any records of similar pictures of the bronchi, and he thought that the present film was unique. Had it not been for the interruption caused by the war the film might have been more comprehensive, but, even as it was, it showed the possibilities of the film as a means of teaching and research, of making permanent records, and of observing the results of treatment. It might also stimulate others to obtain better results. It had taken two years to arrive at the present simple technique, and the results were largely due to the generous and skilled advice of Mr. Buckstone of Messrs. Kodak's Medical Department, and of Mr. Percy Phelps of Messrs. Mayer and Phelps.
